Foreign body aspiration is common in young children or in adults with advanced age and altered mentation. Usually symptoms present acutely, leading to early intervention. We present a rare case of a healthy young female who aspirated her nasal ring but remained asymptomatic for almost eight years. The patient ultimately required a right upper lobe lobectomy for bronchiectasis.
Introduction and Review of Literature
Accidental inhalation of foreign body in children has been known since time immemorial. They present with life threatening symptoms of choking, coughing, wheezing and respiratory distress or go undetected till investigated for frequent upper respiratory infection and persistent cough. Aspiration of foreign body in adults is less common, and usually confined to advanced age or patients with poor dentition, altered sensorium, drug use, etc. One of the largest series published identified 65 adults with tracheobronchial foreign body aspiration over a period of 12 years [1] . A nonasphyxiating foreign body may be asymptomatic. Many of these objects are wedged distally and patients do not often remember choking, the aspiration, or any precipitating event. Thus, foreign body aspiration is commonly misdiagnosed. Diagnosis can be delayed for months to years from the initial event [2] [3] , and often results from fortuitous discov-ery when fibrobronchoscopy is performed to evaluate a chronic cough, hemoptysis, or a slow resolution of pneumonia. The use of bronchoscopy for foreign body removal was introduced by Gustav Killian in 1897. Currently, both rigid and flexible bronchoscopes are utilized for this indication, depending on the age of the patient and the characteristics of the foreign body. Because of improvement in the accessories used to remove foreign body, survival is good and morbidity is low following bronchoscopic foreign body removal. We report a rare case of accidental aspiration of a nasal ring in a 35-year-old female. The patient had remained essentially asymptomatic for eight years since she first presented with hemoptysis. 
Case Report

Signs and Symptoms of Inhaled Foreign Body
The diagnosis of foreign body aspiration can be difficult, especially if the patient does not recall an aspiration episode. Foreign body aspiration has variable clinical manifestations, ranging from trivial symptoms to irreversible lung damage and life-threatening infection, atelectasis, and massive hemoptysis. Patients may present with a history of fever, breathlessness, or wheezing or with features of a non-resolving pneumonia. On physical examination, these patients may have decreased breath sounds on the side with the foreign body or localized wheezing, or they may be asymptomatic. The clinical triad that is considered to be diagnostic of foreign body aspiration consists of wheezing, coughing, and diminished or absent breath sounds.
Complications include: recurrent pneumonias, bronchiectasis, bronchial strictures, 
Discussion
Foreign body aspiration refers to the inhalation of solid and liquid material in to the airways. The foreign body may be lodged in to the main bronchus and its branches and may even reach the lungs. The right main bronchus is frequently implicated because of more vertical path. The upper lobe and the superior segment of the lower lobes are thus commonly affected when the patients are in recumbent position. Foreign body aspiration is a common accident in childhood with a high incidence of mortality and morbidity. Children between one to three years of age are more vulnerable [4] [5], due to their lack of dentition and inherent nature to explore their world by putting objects in their mouth. The other age group which is affected by foreign body aspiration is elderly people with poor dentition and with altered sensorium, such as with history of drug or alcohol use. It is extremely rare to find foreign bodies in young healthy adults, as in our case, and that too without producing any apparent symptoms.
Many varieties of foreign bodies may be inhaled, with organic foreign bodies being more common than inorganic (67% versus 33%) [6] . The severity of signs and symptoms depend on site, size, composition and duration of lodgement of the foreign body.
Organic foreign bodies are more dangerous as compared to metallic ones due to the severe lipoid reaction caused by them. Amongst the inorganic foreign bodies those with sharp edges cause early symptoms. Longer the foreign body stays in the airway, the more likely it is to migrate distally and to give rise to inflammatory reactions, granulation and impaction. This is what happened in our case, because of which bronchoscopic removal was unsuccessful.
Diagnostic imaging plays a variable role. Most of the foreign bodies are not radiopaque. Plain films, therefore, may be fallacious unless they are taken in full expiratory phase. On expiration, air trapping, obstructive emphysema and mediastinal shift may be documented as corroborative evidences. When chest radiograph is normal but suspicion is high helical CT and virtual bronchoscopy can be considered [7] .
The rigid bronchoscope remains the gold standard for safe removal of tracheobronchial foreign body [8] . Surgery is very rarely called for. In our case, the only feasible option was a lobectomy as endoscopic removal had failed due to the chronicity of the foreign body and the patient was having hemoptysis due to bronchiectatic changes in the lung.
Informed consent was taken from the patient to report this case. The type of foreign body reported here is not unusual but the course of events is. Often patients have remembered the history of inhalation. However, in our case the patient missed both the in-halation and signs and symptoms of aspiration. Probably inert gold material had minimal tissue reaction and the metallic object allowed the movement of air in the lung without complete obstruction. She did not have any predisposing factors either like advanced age, neurological disorders, alcohol consumption, poor dentition and sedative use [9] [10] . Diagnosis was delayed for eight long years probably due to incomplete ob-struction of the airway. Gradually patient may have developed bronchiectatic changes, due to chronic irritation by the foreign body, superimposed with some lower respiratory tract infection which led to delayed presentation with hemoptysis and the ultimate penalty was in the form of lobectomy.
What makes this case unusual is the rather delayed and innocuous presentation after aspiration of such a large foreign object. It emphasizes the fact that healthy adults may tolerate aspiration of foreign bodies for a long time without acute life-threatening consequences. This case shows the importance of further investigation in patients with obstructive airway disease who are unresponsive to routine therapies. Although the diagnosis of foreign body aspiration could be established rather easily in our case due to the radio-opaque nature of the object, this might be particularly difficult in others particularly those with aspiration of radiolucent foreign bodies. The inclusion of foreign body aspiration in the differential diagnosis for such patients allows for early recognition and appropriate management, thereby decreasing the incidence of costly and unnecessary complications. This unusual case emphasizes the need to maintaining a high index of suspicion when an adult presents with chronic complaints of upper respiratory tract infection without any obvious reasons and highlights the need to create awareness about this potentially avoidable situation at the level of general practitioners.
Experience Summary
In conclusion, bronchoaspiration of foreign bodies by adults is rare. However, it is important to suspect bronchoaspiration of a foreign body in the presence of suggestive symptoms. In adults, respiratory infection (acute or recurrent pneumonia) is the most common clinical presentation. Chest radiography is not always useful for diagnosis.
Sometimes metallic foreign bodies can be observed, but other times only indirect signs of alveolar infiltrate are present. Surgical treatment is reserved for cases in which bronchoscopy is unsuccessful or there are irreversible bronchial or lung complications.
